HERNIA OF STOMACH THROUGH THE DIA¬ 
PHRAGM INTO THE THORAX. 

BY G. S. GORDON, M.D., 

UK PJKKXIX, BRITISH COLUMBIA. 

The following case is reported as a contribution to the 
literature of diaphragmatic hernia: 

The patient, a man thirty-one years of age, nothing notable 
in his family history, was well until six years ago when he was 
stabbed in the left flank. He is a horseshocr by trade. He 
weighed at onset of illness 175 pounds, and used tobacco to excess. 

His present illness dates back four years; and the symptoms 
have been about the same since, varying only in degree of severity. 
His sister says he always had ** a weak stomach.” Knife-like pain 
over short ribs of left side extending to left shoulder tip and 
occasionally down left arm; was relieved by a fakir some months 
ago by well rubbing in some secret remedy. This pain was worse 
when stooping over shoeing horses, and with it was associated a 
bloating of the epigastrium and distress in the epigastric region. 
All symptoms improved on vomiting an acrid sour material five 
minutes to one hour after eating. Vomitus never contained blood 
or was of coffee-ground appearance. Condition is worse now, 
but on some days he is quite free of vomiting. He once discon¬ 
tinued the use of tobacco for a month, with some benefit. He lies 
easier on the left side. Has always been constipated. Tachy¬ 
cardia is troublesome at times. 

Present Condition .—A walking skeleton; weight about 90 
pounds; skin dry and harsh; abdomen scaphoid and easily pal¬ 
pated without tenderness throughout. An under-exposed skia¬ 
graph after a dose of bismuth showed a largely dilated stomach 
and the oesophagus: but little reliance was placed on the inter¬ 
pretation of this. He eats mostly solids, and sometimes retains 
shredded wheat biscuit and bacon while liquid foods are immedi¬ 
ately returned. Test vomitus was unsatisfactory for examination, 
as food was (on occasions when specimens were saved) returned 
almost as soon as swallowed. Obstinate constipation. Lungs and 
heart normal. Temperature slightly subnormal. 
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Operation .—The duodenum was identified about in mid-line 
of abdomen, but no stomach in sight. It was brought down by 
traction through the oesophageal opening in the diaphragm, which 
was large enough to admit three fingers to the second joint. 
The stomach was hugely dilated and of hour-glass form. Gastro¬ 
enterostomy (Mayo's) was done, attaching the proximal end 
of the hour-glass to the jejunum, with the hope that reduction 
of the hernia and gastrojejunostomy would keep the stomach in 
place. The cicatrix of the old stab wound intraperitoneally 
showed nothing bearing on the condition. 

Post-Operative Course .—The first twenty-four hours were 
uneventful except that slow salines per rectum were not retained. 
Late the second day beer was rejected by mouth and thereafter 
only occasionally was liquid nourishment retained, and later not 
even hot water was tolerated. Salines were given subcutaneously. 
He sank rather suddenly on the fourth day. When preparations 
for a jejunostomv were complete he was moribund. The tem¬ 
perature had remained subnormal throughout and not till the night 
of the third day did the pulse flag or run above 72. No blood 
was passed by rectum or mouth. 

Post-mortem autopsy revealed the stomach in part returned 
through the diaphragmatic opening into the thorax. On slitting 
the diaphragm the stomach was found lying free in the pleural 
cavity with the left lung. Operative wounds looked well. The 
hour-glass constriction was a narrow fibrous band most marked on 
the epiploic border and was probably the junction at one time of the 
thoracic and abdominal sections of the stomach. Four years ago 
it would seem as though the whole stomach had become a thoracic 
organ. It would seem that the diaphragm was so depressed that 
the stomach was very nearly at its normal level, and plenty of room 
was thus left for the expansion of the left lung. Treves states 
diagnosis of diaphragmatic hernia is easily made. Several skilful 
diagnosticians were misled in this case. No literature at my 
disposal deals with the surgical treatment of these cases. 

Had time permitted, the stomach might have been stitched to 
abdominal walls. Stitching of the stretched oesophagus to the 
oesophageal opening in the diaphragm hardly seemed feasible 
(even post-mortem), owing to the high level to which it retreated 
when the stomach was brought down. Jejunostomv alone might 
have been done, and, later, when the patient was fed up, other 
operative measures taken with better chance of success. 



